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Abstract
Purpose of Review Rising demand for specialised “Tier 3” weight management services in England is exceeding capacity,
leading many services to offer group-based care programmes. This review considers the organisation of current provision,
exploring how group programmes may enhance services and how these could be scaled up for wider implementation.
Recent Findings Existing group-based programmes mainly focus on providing patients with information and education about
their condition. Evidence suggests that groups themselves offer therapeutic benefits beyond this, by underpinning patients’
engagement with programme materials and contributing to wider health and well-being. To maximise these benefits, there is a
need to attend to the group processes that emerge in treatment groups which, left unchecked, may limit or even adversely impact
programme outcomes.
Summary Group-based interventions may be of benefit to patients in Tier 3 specialist weight management services, although
their format is complex and reliant on facilitators’ expertise.
Keywords Severe obesity . Group-based intervention . Tier 3 . Behaviour change .Weight management services
Introduction
Globally, it is estimated that the prevalence of obesity has more
than doubled in over 70 countries since 1980 and a high body
mass index (BMI) has accounted for 4million deaths during the
past 25 years [1]. Between 1993 and 2014, while the prevalence
of overweight and obesity increased substantially in England,
the prevalence of severe obesity rose most steeply from 1.4 to
3.6% (2.5-fold increase) in women and from 0.2 to 1.8% (9 fold
increase) in men [2]. There is what some authors describe as an
‘epidemic’ of obesity [3, 4]. Yet it is not obesity alone that
causes such concern. Whereas links between obesity and
conditions such as type 2 diabetes are well-established, newer
risk estimates for other serious health conditions highlight the
impact of this global issue. The recent US Centre for Disease
Control Report has highlighted the link between obesity and
cancer, estimating 55% of all cancers diagnosed in women
being associated with overweight and obesity [5].
This rising prevalence of severe obesity and associated
health risks, in conjunction with limited health service re-
sources, means that more innovative solutions are required for
the treatment and support of individuals who have this condi-
tion. One potential solution may be to use group interventions
to support delivery of specialist weight management services.
Group-based approaches have been adopted by some of these
services across England, but this remains the exception rather
than the rule. In this article, we examine the guidelines, current
use and potential of moving to a more group-based approach in
the delivery of services for people with severe obesity in the
National Health Service (NHS) in England.
Weight Management Service Guidelines
in England
In England, four distinct “Tiers” of weight management ser-
vices are recognised [6]. Tier 1 services take a public health
This article is part of the Topical Collection on Health Services and
Programs
* Mark Tarrant
M.Tarrant@exeter.ac.uk
1 Peninsula Schools of Medicine and Dentistry, Plymouth University,
ITTC Building, Plymouth Science Park, Plymouth PL6 8BX, UK
2 College of Medicine and Health , University of Exeter, Heavitree
Road, Exeter EX1 2LU, UK
3 University Medicine, Level 7, University Hospitals Plymouth NHS
Trust, Derriford Road, Plymouth Plymouth PL6 8DH, UK
Current Obesity Reports
https://doi.org/10.1007/s13679-019-00348-y
perspective and represent universal behavioural interventions
to promote healthy choices throughout the whole population.
Tier 2 services are local community weight management ser-
vices (NHS and commercially run), aimed at supporting
weight loss (and weight loss maintenance) in people who are
overweight. Most Tier 2 services are run as group-based ses-
sions. Services designed to support patients in the higher BMI
categories, either > 40 or > 35 kg/m2 with comorbidities, are
known as Tier 3 services. These services offer specialist as-
sessment and behavioural and medical treatments and offer
the only referral route for patients who go onto bariatric sur-
gical (Tier 4) services. Not all regions have a Tier 3 service
available [7].
The National Institute of Clinical Excellence offers guide-
lines on identification and treatment of people with severe
obesity [8]. Multidisciplinary team support is a key require-
ment for Tier 3 services [8, 9] although it is widely recognised
that the structures of these services, and the design of their
interventions, vary considerably [6, 10]. While a proportion
of people with severe obesity using Tier 3 services choose
bariatric surgery, the majority do not. Of the number of people
with severe obesity as a whole, it is estimated that in the UK
less than 1% of those who could benefit access surgery [11].
Therefore, Tier 3 services need to design and deliver treatment
programmes that best meet the needs of both sets of patients,
those who go on to surgery and those who prioritise weight
loss without surgical intervention.
A range of guidelines are available on the content of weight
management services [8, 9, 12, 13]. While this guidance
broadly describes the main therapeutic approaches to weight
management, there is little detail on the precise design of
weight management programmes, in terms of intervention
configuration. As we outline later, group-based care potential-
ly offers a valuable means of structuring patients’ engagement
with weight management programmes and may fundamental-
ly address psychological and well-being needs related to their
condition. As happens for other health conditions, we similar-
ly suggest that “the group”may constitute an important part of
the solution [14, 15•].
Potential Benefits of Group-Based
Interventions
From a purely economic perspective, the group format may
allow for an efficient use of staff time. For example, 12 pa-
tients previously seen individually for 10 1-h sessions (120
staff hours, 10 patient hours) might form one group of 12
attending 20 2-h group sessions (40 staff hours, 40 patient
hours), providing benefits of group support and saving up to
80 staff hours with four times more patient contact. Group-
based delivery may also reduce waiting times for treatment:
delays in access have been widely acknowledged as a key
factor affecting service provision, with oversubscription and
long waiting lists reported for Tier 3 services, causing delays
of many months for patients to access programmes [10].
The group format may also bring therapeutic benefits to
patients. In lower weight populations, and in other health con-
ditions, group-based care can be an effective means of deliv-
ering treatment interventions [16–18]. A systematic review of
evidence on the effectiveness of group interventions for those
with chronic conditions, of which diabetes formed the major-
ity, found consistent and promising evidence for a positive
effect of group-based care on biomedical outcome measures
[16]. Group interventions were found to be more effective in
improving HbA1c and systolic blood pressure than traditional
care.
In terms of weight loss specifically, group interventions for
patients with obesity have been shown to have a greater im-
pact on weight change at 12 months than therapy delivered
individually [19]. More recently, a systematic review and
meta-analysis of 47 randomised controlled trials (reporting
60 evaluations) for patients with BMI ≥ 25 showed clinically
meaningful weight loss at 12 months in interventions focused
on diet and physical activity [20•]. However, considerable
heterogeneity was observed across studies in this review, both
in terms of effect sizes (the mean difference in weight loss
varied from − 9.6 to 0 kg) and intervention design, delivery
and control comparison. Thus, despite some encouraging ev-
idence that group interventions can effectively support weight
management programmes, actually very little is known about
how groups should be organised to optimise their
effectiveness.
How Weight Management Services Currently
Use Group Sessions
National Mapping of Service Provision in England
A 2015 national mapping survey of NHS weight management
services explored service provision in England. At the time of
the survey, both local authorities and Clinical Commissioning
Groups funded specialist services. Forty-three service represen-
tatives responded to the survey, with a geographical coverage of
13% (19/152) of local authorities and 12% (26/209) of Clinical
Commissioning Groups. The survey identified referral routes
and entry criteria, service details, costs, exit routes and barriers
to commissioning services. Some basic information on use of
groups was collected with the majority of services described
using group programmes as well as one-to-one support to de-
liver their multicomponent interventions [10]. However, the
low response rate makes it unclear how representative these
patterns are of wider UK service provision.
Despite some guidance advocating the use of group
programmes in the management of patients with obesity [12,
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19], and a recognition that group-based support is a predictor
of longer-term weight loss [21•], practical information
supporting the use of groups is lacking—a situation likely
reflecting the limitations of the literature noted above. As de-
mand for weight management services for severe obesity in-
creases, it is clear that (i) more services may turn to using
groups as part of the care pathway but (ii) the limited evidence
currently available means that services have few resources to
help them offer patients an effective, evidence-based treat-
ment for their condition.
Scoping Review of How Tier 3 Services Currently Use
Groups
Between March and June 2016, we contacted members of the
Association for the Study of Obesity UK (UK ASO) to ex-
plore how groups were currently being used in their Tier 3
services [22]. Following an initial e-mail to 22 ASOmembers,
inviting feedback from those using a group format, we used
snowball sampling to expand our links to other Tier 3 pro-
viders. We followed this up with telephone conversations to
gather further details. These conversations were loosely struc-
tured on Borek et al.’s (2015) guide to reporting group-based
healthcare interventions and asked about group organisation
(number of sessions, duration, etc.), content, participants, fa-
cilitators and style of programme [23]. We obtained a detailed
breakdown from nine Tier 3 services, eight in England and
one in Wales. Throughput for services varied from approxi-
mately 100 to 700 patients per year. We were purposively
looking for variation in group use, which even in this small
sample we found varied widely. Table 1 summarises the con-
figurations of these group-based programmes.
Not only were the objectives (motives underpinning weight
loss achievement, such as behaviour change theory, educa-
tional and empathetic focus) and forms of delivery of group-
based interventions highly variable but also too were factors
like intervention content, session locations, intensity, duration,
patient selection, starting group sizes and the professional
backgrounds and training of group facilitators [22]. We ob-
served a wide range in the number of group sessions offered,
from one to 28 (with additional group support led by peer
leaders). Session duration was often 1 h, but ranged from
40 min to 2 h; longer sessions included an exercise compo-
nent. Frequency of group meetings ranged from weekly to
monthly, and some varied in frequency—initially weekly then
decreasing to monthly. The shortest programme reported was
6 months, referring to when the final weight measurement is
recorded, and the longest being 24 months. Group sizes were
also variable, with some including partners or carers.
We know from this scoping work that many different forms
of group-based and one-to-one care, or combinations of the
two, are in use by Tier 3 services. Furthermore, the term
‘group-based’ care was used loosely by responding services
to describe quite a wide range of activities. These included
short sessions on entry to a programme, mainly used for de-
tailed didactic information giving about lifestyle change, what
Drum et al. [24] have termed ‘psychoeducational groups’.
Notably absent from this review were any approaches to
group intervention that emphasised the potential therapeutic
benefits to patients of being in a group itself. It is to this
potential that we now turn.
Why the ‘Group’ Element of Group Treatment Is
Important
As we outline below, research suggests that group-based ac-
tivities have a wide range of potential benefits beyond being a
pragmatic delivery mode for existing programme content
(e.g., psychoeducational groups). Central to the conclusions
from this research is the assertion that groups can serve as a
powerful basis supporting intervention delivery (and therefore
behavioural change) and also contribute to members’ wider
well-being. However, this potential can only be realised to the
extent that patients come to experience a meaningful sense of
social connection to other patients within the treatment group,
that is, to the extent that they experience shared social identity.
In order to harness this therapeutic potential, it therefore be-
comes important for those responsible for delivering group
interventions to nurture a treatment environment that encour-
ages patients to see themselves as group members.
The potential health benefits of developing a shared social
identity as a member of a treatment group have been demon-
strated across different health conditions, including obesity
[25, 26]. Our qualitative investigation of a group-based Tier
3 programme showed how treatment group social identity was
regarded by patients as a key mechanism structuring their
engagement with intervention materials and progression
through the group programme [27•]. Specifically, patients re-
ported that a shared social identity (i) underpinned their ability
to engage with the programme’s dietetic content (i.e., group-
based learning) and (ii) facilitated access to the psychological
resources needed to put this learning into practice through
initiating changes to behaviour. On one hand, the social sup-
port derived from other group members helped patients realise
that they were “not alone” in dealing with their health issues;
and on the other hand, by learning about others’ experiences
(e.g., successes in weight loss), patients experienced increased
self-efficacy that they felt allowed them to pursue their indi-
vidual change goals.
Patient dropout from weight management programmes has
been shown to be greatest at the start of a group programme
[28], suggesting a need to attend to participants’ early experi-
ences within the group in order to help shape a positive shared
social identity that allows for the group to become a therapeu-
tic resource. Indeed, a recent study has highlighted some of
the consequences of not attending to the processes that shape
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social identity formation. In their investigation of a group-
based weight loss intervention for people with obesity in the
USA, Nackers et al. (2015) found that perceived conflict with-
in the treatment group was associated with poorer patient ad-
herence to the intervention (completion of dietary intake and
physical activity logs) and also lower levels of attendance at
the group sessions [29•]. Moreover, group conflict predicted
lower weight loss at 6 months.
A New Agenda for Research into Group-Based
Behavioural Interventions for Tier 3 Services
Despite evidence highlighting the importance of group pro-
cesses in structuring health outcomes, actually little is known
about how to construct group interventions for people with
severe obesity that deliver on the therapeutic potential offered
by establishing shared social identity amongst patients. Our
research is starting to understand the processes by which
groups can be assembled in clinical settings in order to capi-
talise on their clear potential [27•, 31, 32]. From this research,
we can outline five key principles we suggest need to be
considered when designing group-based behavioural inter-
ventions for people with severe obesity. This list is not exhaus-
tive and there is scope to extend the evidence base that under-
pins them.
1. Making ‘the group’ psychologically meaningful for
patients
There is a need to understand how to effectively manage
group processes that impact delivery of Tier 3 interventions,
including how to build and maintain shared social identity
amongst patients. Evidence-based guidelines are needed for
delivering wider intervention content focused on individual
behavioural change in the group format. It is unspecified
how existing techniques for supporting weight management
(e.g., CALO-RE; Michie et al. 2011 [30]) should be adapted
for use in group interventions for this patient population.
Some of our work with other health conditions is starting to
explore how to do this in practice [31, 32].
2. The patients
Second, people with severe obesity experience significant
psychological problems (including low self-esteem, anxiety
and depression and stigmatisation [3]). It is important to un-
derstand (i) how such factors might impact on individual pa-
tients’ ability, or readiness, to engage with group-based inter-
ventions and particularly how these might inhibit the forma-
tion of shared social identity. Relatedly, clearly some patients
may not wish to be part of a group. How can such patients best
be supported in services that are organised around group-
based care? We suggest that early engagement (pre-
intervention) with such patients may be needed in order to
alleviate any anxieties they may have about joining a new
group. Other options may include “buddying-up” with past
patients or other incoming patients in order to start to build
familiarity with each other prior to joining a group.
3. The group facilitators
Third, group leaders play a critical role in shaping social
identities [33]. Group leaders (treatment group facilitators)
“set the scene” for Tier 3 groups and as such can help create
an environment that helps realise the therapeutic potential of the
group. The skills needed to manage a treatment group are likely
Table 1 Group-based programme formats currently in a sample of Tier 3 weight management clinics in the UK [21]
Programme
identifier
No. of group
sessions offered
Session
duration
(min)
Regularity Length of
programme
Group
size (n)
Participant may
bring a companion?
Session delivered by:
1 1 60 One-off 6 6–8 Yes Nurses and dietician
2 12 60 Weekly 6 6–8 No Physical activity lead
3 5 60 One-off 12 3–20 Not generally Varies according to
purpose
4 8 60–90 Weekly/monthly 6 5–12 Carers if required Dietician or counsellor
5 8 120 Fortnightly 6 Max 18 No Dietician and
physiotherapist
6 24 40 Weekly 6 12–14 No Dietician, nutritionist or
physical activity lead
7 28 90 and 60 Weekly/fortnightly/monthly 24 Max 15 No Nurse specialist, dietician
or psychologist
8 4 90 Monthly 6 Max 8 No Dietician
9 7 90 Monthly 6 Max 8 No Dietician and
psychologist
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to be different from those needed in one-to-one intervention
[34]. What are these skills and how can they be taught to group
facilitators? The development of practice guidelines could help
establish a treatment culture that prioritises the importance of
addressing group processes in intervention settings.
4. Complexity
Fourth, group interventions are rarely straightforward or
simple and, actually, are usually quite complex in nature.
They can be composed of several interacting components:
complexity may arise due to the number of outcomes the
intervention is focused on changing (e.g., dietary behaviour
and physical activity), variability in the target population (co-
morbidities, pre-existing psychological conditions) or the
number of elements of the intervention itself [35]. Moreover,
as Hoddinott (2010) notes, theories that are thought to be
helpful in behaviour change for individual use are often as-
sumed to be generalisable to group settings, but this is not
necessarily the case: health improvement in groups depends
on complex adaptive social processes, where a wider set of
interactions takes place [36]. The analysis we have presented
here clearly supports this argument. A challenge for designers
of group-based interventions, therefore, is to account for and
disentangle such complexity.
5. Reporting transparency
A final issue concerns the reporting of research (or indeed
service) evaluations of current Tier 3 provision. We acknowl-
edge the valuable contribution that reporting details of Tier 3
interventions provide, such as those in Norfolk, Liverpool,
Glasgow and Birmingham amongst others [37–40].
However, in general, the reporting of group interventions
has been highlighted as problematic [23]. Thus, even when
the effectiveness of group-based weight management inter-
ventions has been demonstrated [20•], poor reporting (either
of intervention components, theoretical bases or both) limits
their translational value and makes comparisons between dif-
ferent programmes difficult, if not impossible [21•]. Tools
now exist to support the transparent reporting of group inter-
ventions [23] and we recommend their use in research.
Conclusion
The growth of Tier 3 specialist weight management services
in England has resulted in the adoption of a diverse range of
formats, including an increasing reliance on group-based in-
tervention. While evidence is currently lacking on the optimal
format of such interventions, studies in other settings suggest
that group intervention can be at least as effective as one-to-
one care and may offer significant wider therapeutic benefits.
However, group-based programmes are inherently complex
and not without their challenges, including the need for trained
facilitators to harness and manage group processes in ways
that encourage patients to form meaningful psychological
connections with each other and shared social identity. By
bringing attention to these issues, we hope that the field of
obesity research can contribute a better understanding of the
mechanisms for effective group-based behavioural interven-
tion and in doing so can improve patients’ experiences and
outcomes of Tier 3 services.
Acknowledgements This research was supported by the National
Institute for Health Research (NIHR) Collaboration for Leadership in
Applied Health Research and Care South West Peninsula (NIHR
CLAHRC South West Peninsula), England.
Compliance with Ethical Standards
Conflict of Interests All authors declare they have no conflict of
interests.
Human and Animal Rights This article does not contain any studies
with human or animal subjects performed by the any of the authors.
Disclaimer The views expressed are those of the authors and not neces-
sarily those of the NHS, the NIHR or the Department of Health and Social
Care.
Open Access This article is distributed under the terms of the Creative
Commons At t r ibut ion 4 .0 In te rna t ional License (h t tp : / /
creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give appro-
priate credit to the original author(s) and the source, provide a link to the
Creative Commons license, and indicate if changes were made.
References
Papers of particular interest, published recently, have been
highlighted as:
• Of importance
1. Afshin A, Forouzanfar MH, Reitsma MB, Sur P, Estep K, Lee A,
et al. Health effects of overweight and obesity in 195 countries over
25 years. N Engl J Med. 2017;377(1):13–27. https://doi.org/10.
1056/NEJMoa1614362.
2. NHSDigital. Health Survey for England 2014: Trend tables. https://
digital.nhs.uk/data-and-information/publications/statistical/health-
survey-for-england/health-survey-for-england-2014-trend-tables.
3. Bray GA, Kim KK, Wilding JPH. Obesity: a chronic relapsing
progressive disease process. A position statement of the World
Obesity Federation. Obes Rev. 2017;18(7):715–23. https://doi.
org/10.1111/obr.12551.
4. Welbourn R, Hopkins J, Dixon JB, Finer N, Hughes C, Viner R,
Wass J, on behalf of the Guidance Development Group
Commissioning guidance for weight assessment and management
in adults and children with severe complex obesity. Obes Rev 2017.
doi:https://doi.org/10.1111/obr.12601, 19, 14, 27.
Curr Obes Rep
5. U.S. Cancer Statistics Working Group. United States Cancer
Statistics: 1999–2014 incidence and mortality web-based report.
Atlanta: U.S. Department of Health and Human Services, Centers
for Disease Control and Prevention and National Cancer Institute;
2017.
6. Capehorn MS, Haslam DW, Welbourn R. Obesity treatment in the
UK health system. Curr Obes Rep. 2016;5(3):320–6. https://doi.
org/10.1007/s13679-016-0221-z.
7. All-Party Parliamentary Group on Obesity. The current landscape
of obesity services. 2018. https://www.britishlivertrust.org.uk/wp-
content/uploads/APPG-on-Obesity-Report-2018.pdf
8. National Institute for Health and Care Excellence. Obesity: identi-
fication, assessment and management. 2014.
9. Welbourn R, Dixon J, Barth JH, Finer N, Hughes CA, le Roux CW,
et al. NICE-accredited commissioning guidance for weight assess-
ment and management clinics: a model for a specialist multidisci-
plinary team approach for people with severe obesity. Obes Surg.
2016;26(3):649–59. https://doi.org/10.1007/s11695-015-2041-8.
10. Public Health England. National mapping of weight management
services 2015 Report No.: 2015521.
11. Welbourn R, le Roux CW, Owen-Smith A, Wordsworth S, Blazeby
JM. Why the NHS should do more bariatric surgery; how much
should we do? BMJ. 2016;353:i1472. https://doi.org/10.1136/bmj.
i1472.
12. Scottish Intercollegiate Guidelines Network (SIGN) Management
of obesity: a national clinical guideline 2010. Contract No.: 115.
13. National Obesity Observatory. Standard evaluation framework for
weight management interventions. 2009.
14. GreenawayKH,Haslam SA, Cruwys T, BranscombeNR, Ysseldyk
R, Heldreth C. From “we” to “me”: group identification enhances
perceived personal control with consequences for health and well-
being. J Pers Soc Psychol. 2015;109(1):53–74. https://doi.org/10.
1037/pspi0000019.
15.• Dombrowski SU, O’Carroll RE, Williams B. Form of delivery as a
key ‘active ingredient’ in behaviour change interventions. Br J
Health Psychol. 2016;21(4):733–40. https://doi.org/10.1111/bjhp.
12203 Form of delivery (all features through which behaviour
change content is conveyed) is identified as influential in six
important areas: operationalizing theories, enhancing
behaviour change effectiveness, influencing engagement,
determining users understanding, influencing effectiveness
and for implementation/sustainability.
16. Booth A, Cantrell A, Preston L, Chambers D, Goyder E. What is
the evidence for the effectiveness, appropriateness and feasibility of
group clinics for patients with chronic conditions? A systematic
review. Health Serv Deliv Res. 2015;3:1–194. https://doi.org/10.
3310/hsdr03460.
17. Friedman KE, Reichmann SK, Costanzo PR, Zelli A, Ashmore JA,
Musante GJ. Weight stigmatization and ideological beliefs: relation
to psychological functioning in obese adults. Obes Res. 2005;13(5):
907–16. https://doi.org/10.1038/oby.2005.105.
18. Jackson SE, Beeken RJ, Wardle J. Obesity, perceived weight dis-
crimination, and psychological well-being in older adults in
England. Obesity (Silver Spring). 2015;23(5):1105–11. https://doi.
org/10.1002/oby.21052.
19. Paul-Ebhohimhen V, Avenell A. A systematic review of the effec-
tiveness of group versus individual treatments for adult obesity.
Obes Facts. 2009;2(1):17–24. https://doi.org/10.1159/000186144.
20.• Borek AJ, Abraham C, Greaves CJ, Tarrant M. Group-based diet
and physical activity weight-loss interventions: a systematic review
and meta-analysis of randomised controlled trials. Appl Psychol
Health Well being. 2018. https://doi.org/10.1111/aphw.12121 In a
sample of 47 RCTreporting 60 evaluations, group-based inter-
ventions were effective in promoting weight loss of 3.5 kg at
6 months, 3.4 kg at 12 months and 2.6 kg at 24 months.
Explicitly targeting weight loss, men-only groups providing
feedback and dietary goals were significantly associated with
greater effectiveness (p < 0.05).
21.• Avenell A, Robertson C, Skea Z, Jacobsen E, Boyers D, Cooper D,
et al. Bariatric surgery, lifestyle interventions and orlistat for severe
obesity: the REBALANCE mixed-methods systematic review and
economic evaluation. Health Technol Assess. 2018;22(68):1–246.
https://doi.org/10.3310/hta22680 Group support was identified
as a feature that improves long-term weight loss. In the meta-
analysis of group vs. individual care, authors found six relevant
trials which overall showed a benefit from group programmes
at 12 months in unadjusted and adjusted analyses, and results
favoured group programmes at other time points.
22. Swancutt DR, Tarrant M, Pinkney J. How group interventions are
delivered in Tier 3 weight management programmes across the UK:
a scoping review of current practice. 3rd UK Congress on Obesity.
Nottingham: Association for the Study of Obesity; 2016. https://
www.aso.org.uk/wp-content/uploads/2014/10/ukco2016-68pp_v5-
FINAL.pdf
23. Borek AJ, Abraham C, Smith JR, Greaves CJ, Tarrant M. A check-
list to improve reporting of group-based behaviour-change inter-
ventions. BMC Public Health. 2015;15:963. https://doi.org/10.
1186/s12889-015-2300-6.
24. Drum D, Swanbrow Becker M, Hess E. Expanding the application
of group interventions: emergence of groups in health care settings.
J Special GroupWork. 2011;36(4):247–63. https://doi.org/10.1080/
01933922.2011.613902.
25. Tarrant M, Hagger MS, Farrow CV. Promoting positive orientation
towards health through social identity. In: Jetten J, Haslam SA,
Haslam C, editors. The social cure: identity, health, and well-being.
New York: Psychology Press; 2012. p. 39–54.
26. Haslam C, Jetten J, Cruwys T, Dingle G, Haslam A. The new
psychology of health: unlocking the social cure: Routledge; 2018.
27.• Tarrant M, Khan SS, Farrow CV, Shah P, Daly M, Kos K. Patient
experiences of a bariatric group programme for managing obesity: a
qualitative interview study. Br J Health Psychol. 2017;22(1):77–93.
https://doi.org/10.1111/bjhp.12218 Through qualitative
techniques, authors identified how participants attending a
bariatric service used the group as a resource for lifestyle
change; established psychological connections with others
shared a social identity that acted as a mechanism to access
educational materials and underpinned their experience of
social support.
28. Jiandani D, Wharton S, Rotondi MA, Ardern CI, Kuk JL.
Predictors of early attrition and successful weight loss in patients
attending an obesity management program. BMC Obesity. 2016;3:
14. https://doi.org/10.1186/s40608-016-0098-0.
29.• Nackers LM, Dubyak PJ, Lu X, Anton SD, Dutton GR, Perri MG.
Group dynamics are associated with weight loss in the behavioral
treatment of obesity. Obesity (Silver Spring). 2015;23(8):1563–9.
https://doi.org/10.1002/oby.21148 Using the Group Climate
Questionnaire-Short Form (GCQ-S) with 105 participants, au-
thors found that at the group level, conflict and weight change
at month 6 were associated such that groups that experienced
greater conflict demonstrated smaller weight losses
(Spearman’s R = 0.79; 95% CI = (0.18, 0.96); P = 0.016).
30. Michie S, Ashford S, Sniehotta FF, Dombrowski SU, Bishop A,
French DP. A refined taxonomy of behaviour change techniques to
help people change their physical activity and healthy eating behav-
iours: the CALO-RE taxonomy. Psychol Health. 2011;26(11):
1479–98. https://doi.org/10.1080/08870446.2010.540664.
31. Tarrant M, Carter M, Dean SG, Taylor RS, Warren FC, Spencer A,
et al. Singing for people with aphasia (SPA): a protocol for a pilot
randomised controlled trial of a group singing intervention to im-
prove well-being. BMJ Open. 2018;8(9):e025167. https://doi.org/
10.1136/bmjopen-2018-025167.
Curr Obes Rep
32. Tarrant M, Code C, Carter N, CarterM, Calitri R. Development and
progression of group cohesiveness in a singing programme for peo-
ple with post stroke aphasia: an evaluation study using video anal-
ysis. Aphasiology. 2018;32(sup 1):222–3. https://doi.org/10.1080/
02687038.2018.1487527.
33. Steffens N, Haslam SA, Reicher SD, Platow MJ, Fransen K, Yang
J, et al. Leadership as social identity management: introducing the
Identity Leadership Inventory (ILI) to assess and validate a four-
dimensional model. Leadersh Q. 2014;25(5):1001–24.
34. Pearson D, Grace C. Weight management: a practitioner’s guide.
Wiley-Backwell: UK; 2012.
35. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M.
Developing and evaluating complex interventions: Medical
Research Council. 2006.
36. Hoddinott P, Allan K, Avenell A, Britten J. Group interventions to
improve health outcomes: a framework for their design and deliv-
ery. BMC Public Health. 2010;10:800. https://doi.org/10.1186/
1471-2458-10-800.
37. Jennings A, Hughes CA, Kumaravel B, Bachmann MO, Steel N,
Capehorn M, et al. Evaluation of a multidisciplinary Tier 3 weight
management service for adults with morbid obesity, or obesity and
comorbidities, based in primary care. Clinical Obesity. 2014;4(5):
254–66. https://doi.org/10.1111/cob.12066.
38. Steele T, Narayanan RP, JamesM, James J,Mazey N,Wilding JPH.
Evaluation of Aintree LOSS, a community-based, multidisciplinary
weight management service: outcomes and predictors of engage-
ment. Clinical Obesity. 2017;7(6):368–76. https://doi.org/10.1111/
cob.12216.
39. Brown A, Gouldstone A, Fox E, Field A, Todd W, Shakher J, et al.
Description and preliminary results from a structured specialist be-
havioural weight management group intervention: Specialist
Lifestyle Management (SLiM) programme. BMJ Open.
2015;5(4):e007217. https://doi.org/10.1136/bmjopen-2014-
007217.
40. Logue J, Allardice G, Gillies M, Forde L, Morrison DS. Outcomes
of a specialist weight management programme in the UK National
Health Service: prospective study of 1838 patients. BMJ Open.
2014;4(1):e003747. https://doi.org/10.1136/bmjopen-2013-
003747.
Publisher’s Note Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations.
Curr Obes Rep
